The mental health of physicians in training is a topic of considerable concern. Recent attention to the issue of patient safety has led to examination of the relationship between residents' stress and compromised clinical performance. Few mental health programs dedicated to residents and formally structured to meet their specific needs are reported in the literature. The authors raise the question of why there are so few programs and why more residents don't take advantage of services that do exist.
dents' financial constraints and to provide comprehensive services for a wide range of diagnoses. Data are presented on the first four years of operation from 1997-01 that show increasing utilization and high levels of satisfaction over this time period by house officers at all levels of training and in all departments of the Health System. As increasing attention is paid to how to deal with medical errors, the establishment of such programs should be considered, not only as a means to address the general mental health of residents but also as an appropriate venue to deal with the stress that can contribute to and be induced by medical mishaps.
Acad Med. 2004;79:840 -844. I n this article, we review the serious issue of residents' mental health and the difficulties in providing effective services for troubled and troubling residents. We then describe the development and utilization of a successful mental health program at our institution.
THE PROBLEM
The long-standing interest in the mental health of physicians in training has produced a growing body of literature and generated concern that the stress of training contributes to psychiatric morbidity. [1] [2] [3] However, despite attempts to minimize the stresses, large numbers of residents continue to report emotional distress. 4 Recent attention to issues of patient safety has included an examination of the relationship between residents' stress and compromised clinical performance that leads to less than optimal patient care. 5 When medical errors do occur, physicians experience symptoms of depression and anxiety and struggle to find support, but typically do not report seeing a mental health professional for help. 6 Each of these studies of the mental health of physicians in training, the relationship to medical errors, and dealing with the emotional response to errors concludes with a call to action to recognize and address the extent and implications of these problems.
Prevention and intervention strategies that have been described focus on developing appropriate stress management and coping skills. [7] [8] [9] This is generally done through retreats, seminars, guest lectures, and support groups that address issues of self care; prioritizing demands; dealing with the ambiguity and risks of clinical work; improving communication skills; mentoring; and managing the professional-personal interface. However, other studies have suggested that an effective way to decrease the prevalence of anxiety and depression is individual treatment that focuses on personal difficulties, combined with organizational efforts to reduce work stress. 10 BARRIERS TO ADDRESSING THE PROBLEM Levey 11 suggests that programs to assist residents should be directed by a well-trained clinician who understands the residents' needs as well as the training process, that they be strictly confidential, and that they provide assessment, shortterm counseling, follow-up services, and educational components. Developing such comprehensive programs presents significant challenges, and there are few such programs reported in the literature. Those programs that have been described report minimal long-term success and delineate the barriers to developing a viable program, such as ambivalence, avoidance and denial about the reality of the problem, lack of funding, misconceptions by both faculty and residents about the program, unfamiliarity with its procedures, lack of residents' interest, the task of identifying acceptable referral sources in the community, and inadequate health insurance coverage for long-term treatment. [12] [13] [14] Individual faculty members in Departments of Psychiatry who call attention to the problem are often expected to simply meet the identified needs on their own. Sometimes, preventive measures are emphasized: the University of Alberta created its House-Staff Well-Being Committee that focused on preventive measures and also served as a triage body to refer residents to other resources in the community. 15 It was felt that the approach had mitigated some of the stresses in the institution, but data on effectiveness were limited.
The question arises as to why there seem to be so few comprehensive mental health programs that are residentfocused and why more residents don't take advantage of the programs that do exist. The answer is that multiple barriers to getting appropriate help (such as those mentioned in the previous paragraph) stand in the way of residents who suffer from mental health problems. For example, recognizing and acknowledging their own psychological problems are characteristically difficult for physicians. The biggest barrier to seeking help is residents' concern about confidentiality. Access can also be a particularly challenging problem. Demanding schedules make it difficult to find time for an appointment even without the additional time needed to leave the hospital to go to an outside office and then return. Financial constraints, most often due to debt burden, make it difficult for residents to support interventions that might not be covered by insurance benefits. These barriers limit the effectiveness of programs that use psychiatric faculty informally, employee assistance programs, and community resources to provide services.
For institutions to develop a sustainable program, it is clear that funding is necessary primarily to support interested and experienced psychiatrists who can provide a wide range of services and dedicate the time necessary to meet the residents' needs without conflicting unduly with the residents' other obligations. These psychiatrists must be willing to be available at times that are convenient to houses officers, on an immediate basis when necessary, and be given an office that is easily accessible and not identified with psychiatry. Additional funding is needed for secretarial support, the acceptable site, to promote the program, and to develop educational programs. A commitment must be made and an administrative way found to guarantee absolute confidentiality. While most institutions would acknowledge the need for such a program, budgetary and time constraints and other priorities hinder developing one.
ONE APPROACH

Program Description
A program at the University of Michigan Health System was designed to overcome many of the barriers mentioned above. This program, called the House Officer Mental Health Program, began operation in 1997 and was a response to the unabated concerns about the well being of residents and the more recent concerns about the possible relationship of residents' difficulties to issues of patient safety. It was modeled on an earlier effort that met optimal criteria for such programs, the Mental Health Program for Physicians in Training, developed in the 1980s at the University of California, Los Angeles (UCLA), School of Medicine. 16 Follow-up reports that looked at utilization showed that UCLA program was used by a significant number of trainees, with positive outcomes. 17 The critical issue of funding was solved by approaching the university's Office of Benefits and Risk Management. We (EP and TG) argued that if support of such a program helped to avert a single medical mishap that might result from poor performance due to stress, it would pay for itself. Although it was staffed by two senior faculty psychiatrists each on a parttime basis, it was structured as independent of all departments, and absolute confidentiality was built into it from the start. To maximize utilization, ease of accessibility regarding time and office location were made priorities, including on-call availability for emergencies 24 hours a day, seven days a week. An added commitment was made to provide ongoing individual treatment within the program, rather than referring out. Five free visits were offered, and if addi-tional treatment was indicated, residents' insurance benefits were accessed. The program was actively promoted by presentations given at orientation, brochures sent to all house officers and training directors and posted throughout the hospital, flyers placed in house officer mailboxes, and regular reminder e-mails sent to house officers, chief residents, and training directors. Initial educational efforts consisted of having the program psychiatrists meet with residency directors in all departments to describe the program and provide them with written guidelines on how to spot and refer the troubled or troubling resident. The program was monitored by an oversight committee with representatives from the house officers, faculty active in resident education, the Department of Psychiatry, and the funding source at the university. Table 1 describes utilization rates, demographic characteristics, and diagnoses of the first four years of operation of this program, from July 1, l997 through June 30, 2001. Yearly utilization rates increased over the term of this study and continued to increase beyond that. Of note is that utilization of this program specifically dedicated to residents was more than double in its first year of operation than the average yearly utilization of the university's faculty and staff employee assistance program by residents over the ten previous years.
Program Accomplishments
Of interest is that although the literature suggests that women residents experience more stress than men, the numbers of men and women using this program was proportional to their numbers in the total house officer population. 18, 19 With regard to other demographic characteristics, our population, for the most part, reflected the total house officer population. We saw house officers from all Departments and in all years of training. We saw fewer Asian Americans than expected and more interns than expected. Nearly half of those we saw were symptomatic enough to merit being prescribed psychotropic medications. Even those who were reluctant to begin a trial of medication because of concerns about stigma and side effects continued in psychotherapy. The preponderance of depression in this population is consistent with what is reported in the literature. 3, 19 Thirteen percent of the residents were referred with concerns about their knowledge bases or skills.
Most of the residents we saw felt they had resolved their problems or at least benefited from a brief intervention. One-third chose to continue beyond the five free visits. Questionnaires were sent at the end of the first and third year to evaluate the program with regard to appropriateness of services and ease of accessibility. Highly positive responses to these questionnaires indicated that the program was considered successful enough by the residents, training directors, and chairs of departments so that after the first two years long-term funding was taken over by the Office of Graduate Medical Education.
DISCUSSION
The Institute of Medicine's report on medical errors has raised strong concern about patient safety. 20 Of the factors that are correlated with mishaps those related to the clinical *The total number of residents accessing the program was 174, but four were seen outside the program because of issues of confidentiality and are not included in these data. †Compared to total house officer population in institution. ‡Conditions that do not meet the criteria for a mental disorder but are a focus of clinical attention.
team include the resident. Resident factors include personal ones such as stress and professional ones such as poor knowledge base and inadequate skills. Some training directors saw the House Officer Mental Health Program as an appropriate place to refer residents with concerns about their knowledge base or skills. In those instances comprehensive evaluations, including neuropsychological testing, were done to determine the source of the concerns and develop appropriate interventions.
Since the literature has suggested that stress impairs work performance and being involved in a medical mishap is additionally stressful, the program psychiatrists encouraged house officers to use the program to deal with the impact of being involved in a medical error. 6 Of our entire population, only one individual presented because of concerns about a bad medical outcome. Very few acknowledged being involved with medical errors, and those who did tended to minimize it. Wu et al., 21 in their analysis of whether house officers learn from their mistakes, recommended that they be encouraged to discuss their experiences. A mental health service for residents that is a setting that understands the issues involved and is confidential, nonjudgmental, supportive, and nonpunitive is a highly appropriate place to cope with the normal and acceptable stress of working with a patient who has been harmed. To facilitate this, such a service should be available and the pervasive "culture of blame" must be overcome. 22 The Accreditation Council for Graduate Medical Education now requires that all postgraduate medical training programs make assistance services available to residents. 23 Our experience shows that the optimal program as described by Levey 11 is a viable model. There remains a concern, however, not for those who used and are using our program, but rather for those who need it but do not use it. Sociological studies provide some insights into why doctors are hesitant to avail themselves of psychiatric help when necessary. Rosenthal's 24 study of how doctors think about their work and how this influences their view of themselves and their colleagues found an emphasis on autonomy, selfregulation, responsibility for and dedication to patients, greatest trust for colleagues who share the doctor's vulnerability, and the challenge to cope with uncertainty; all of this independent of the impact of the doctor's role and work on the doctor himself or herself. These characteristics create a sense that the doctor is part of a special group doing special work that requires special strengths to take care of patients in the face of formidable and uncertain odds, and that it is unacceptable to admit any feelings that might be construed as weakness.
These observations suggest directions for iterative improvement of our program model. While the clinical component has been addressed, further educational efforts need to be developed. These should focus not just on preventive strategies, important as they are. Young physicians must learn to recognize when help is needed and overcome the acculturated reluctance to seek it. They must be encouraged to acknowledge that it is common to experience distress when faced with poor outcomes, mishaps, and errors and that it is acceptable and appropriate to seek a venue to deal with their distress.
The issue of confidentiality is complex. Residents repeatedly told the program psychiatrists that if not for our commitment to absolute confidentiality, they would not have used the service. This precludes us (EP and TG) from identifying departments from which we saw fewer or greater residents than expected. While this information can obviously be helpful to training directors, both of us believe that in establishing the program the primary goal had to be to encourage utilization. Another future improvement would be to find a way to review the data, without compromising confidentiality, so that we can understand what contributes to over-and under-utilization in particular departments.
FACING THE PROBLEM
Verghese 25 has spoken of physicians' lonely lives and the burden of personal and professional secrets for which physicians have no outlet. Some of this burden results from the demands of medical training, some from past or current experiences outside of medicine, and some from the interaction of the two. He comments that "the measure of the health of our profession is not only how well we care for our patients but also how well we care for ourselves." Until there is more professional permission to admit human vulnerability and fallibility and less societal stigmatization of mental health problems, the establishment and utilization of mental health services in residency settings will continue to lag behind the need. And an important variable contributing to patient safety will be ignored.
